Introduction

Cogan's syndrome was defined by David Cogan in 1945, as the case both of non-syphilitic keratitis and Meniere's syndrome-like audiovestibular function disorder occurring together within 2 years (1). In 1980, Haynes et al suggested that the definition of this condition should be expanded to include patients with ocular manifestations other than interstitial keratitis or audiovestibular function disorder distinguished from Meniere's syndrome, and proposed the diagnostic criteria for typical and atypical Cogan's syndromes (2). Interstitial keratitis is necessary for the diagnosis of typical Cogan's syndrome; however, various ocular manifestations, including conjunctivitis, uveitis, scleritis, and choroiditis, were reported to be either independent of or associated with interstitial keratitis in atypical Cogan's syndrome (2). Generally, visual loss is superimposed on
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. Arterial wall thickening in the aortic arch, brachiocephalic trunk, right common carotid artery, and abdominal aorta was improved after the administration of prednisolone (Fig. 3b) (9, 10) or cyclophosphamide (6, 11) 
